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1,

PLACE OF DEATH,

2.

USUAL RESIDENCE 'OF DECEASED;

WRI'EE l?:LAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

NN

o )
(a} County. D’ﬂ
® cu: or town ot,.Lonlis, Missouri. (a) State. Mo, (# County -
) Name of host Toa% Sty ox tomn limits wrile "RURAL' aad name of ownabis) || () City or town St. Louis 'S
I3 ame of pital or institution: s N e ol imita, m Eh =
St,Louis City Hospitael-Max C. Starkloff BOL0 Porohime ™ imi wie RURALY 7
t Nooy, 0 ers lng Y
{If Dot in hospital oz lustitution, write stroet number ot location) Memtig gfreet Nas vk, sive loetions >
(d} Length of stay: In hospital or institution 1 month J
P {Boecify whether || (¢) Citizen of farelgn country? No,. (Vee or No)
In this community. life (]
years, months or days) If yes, name country.,
3: (o) PRINT CHARLES l,ffﬁcALISTER MEDICAL CERTIFICATION
L NAME 20, DATE OF DEATH: Month Dec hd da 215t
3. (&) If veteran, 3. (¢} Social Security No. | ) 8 4 0P
tiame war. No year. 194' hour, 11 minute 4 AL
21, T hereby certify that I attended the deceased from..... 1/ 25/ 48
D 5. Coloror 6. (e} Single,lwldowed. married, 19 . to Dec . 215't 19 48
esalale V| ndhite |  avedeMarxied || g Doo. 218t o8
6. (8) Name of husband or Wife.....ecrrmscronns 6. (¢) Age of husband er wife if [| 8nd that death occurred on the date and hour stated above. Duration
Florence Claudy McAlister  awe 57 years || Tmmediate cause of death
*
7. Birth date of deceased July 10 1874 __u“.mfd').myu; ........ o hnageorna...._._ VL Awrs
(Moztb) (Day) (Year) —_——
8. AGE: Years Montha Days If less than one day Due to.
74 5 11 A p¥erioselervss s . -
hr. min bl / / / 7
Due to. ), J"‘r/
9. Birthplace St Louis Mo, ) / #_Jf
{City, town, or coanty) (3rate o foreign conntry) 2 } / /
10. Ustal oecupation In surance i - 0(;:1:[:;:;1:;::, “mny'tammulgl d:f 1 4‘
11, Industry or business Nisior PHYSICIAN
or findings: —_
g1z Name....John _MeAlister 1. OF operations - N
2\ 15, Birthplace Ireland 7 fthe case to
e PaFEET e MoAl i gt dpe < friememenn) || Of autopay........ 3 Fhouid be
5 14. Maiden name rgare c 8 k. S C— charged sta-
& - Scotland Y tistically.
E 15.. Bthplaco T o PO TPy S eep——— 22, If death was due to externzal causes, £11 in the following:
@ o ey MES, ‘Chae, A, McAl:Lst.‘er; (@) Accldent, sulcide, or homicide (specify)
(b) Address_.__w_ | (8) Date of occurtence.
i7, (ﬂ) p J h“"" ‘al () Date thereof. 12/25/48 () Where did injury occur? (City or town)
{ (Bm-l. m"‘“' o "’“:“'"n (Month) (Day)-. (Y"“) () Did injury occur in or about home, o m, in mdusmaj plam in publ.il: p!ace?
< () “Plack: ﬂr.m.al orcremation. Memoriel Park N i
18. (o) Signature of funeral dircctor.. s While at woridd___" * la:;e
) Address_..ﬁl']s Delmar s
ture. ...
19. (a) MJEQ__}JS@@) gnatare
{Dats received local registear) v Address

{Licensed Embalmer’s Statement on Reverso Side)




STATEMENT BY LICENSED EMBALMER

v

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by.

, Registered Apprentice No -

Signed ﬂM, g%ﬂ%%

Licensed Embalmer No #2" ¢ é % R
P. O. Address & s } (j“’)

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.) T

If this body is not embalmed, fact should be so stated above.

working under my personal supervision.




